proportion of physical and mental disability 3 . It is also a common clinical problem in Bangladesh with incidence of 2.6 to 3.9 per 1000 4 having high mortality and morbidity. Incidence of CVD rises steeply with age 3 . Males are more affected than females but the mortality is higher in women than men 5 .
Before the introduction of computed tomography (CT) scan, diagnosis of CVD was based on clinical findings, cerebral angiography & lumbar puncture with cerebrospinal fluid (CSF) examination. The introduction of CT to clinical practice has had a great impact on our knowledge of CVD & it has become the most commonly used primary radiological investigation for CVD 6 . Primary intracerebral haemorrhage & ischaemic CVD are difficult to differentiate clinically reliably. The use of CT to exclude primary intra cerebral haemorrhage is already widespread, especially if the use of anticoagulant therapy is being considered 7 . It is found that in CT findings with a small hypo attenuating area, treatment with anticoagulant increase the chance of good out-come. In case of a normal CT scan or large hypo attenuating area, anti-coagulant therapy had no beneficial effect but increase the risk of fatal brain haemorrhage 8 . Again, anticoagulant is not without risk. Overall, intracranial haemorrhage occurs in 1-4% of patients who receive an anticoagulant for transient ischaemic attack (TIA) or acute ischaemic CVD. Accordingly, uncontrolled hypertension, intracranial haemorrhage, and uncontrolled bleeding at another site are contraindications to anticoagulation. In patients at risk for hemorrhagic transformation, e.g. patients who have had large hemispheric strokes or strokes also may be at risk for hemorrhagic transformation 9 . So the rational management of a patient presenting with an acute stroke should be based on knowledge of its pathological types and locating the sites of lesion. To solve this problem, CT is the standard for the imaging of acute nontraumatic intracranial haemorrhage. So, both careful neurologic assessment and a policy of early computed tomography are of crucial importance in the diagnosis of CVD and for therapeutic consideration 6 .
It is also important to confirm the presence of an ischaemic stroke and exclude mimics of ischaemic stroke or intracranial haemorrhage. Although CT remains the investigation of choice to exclude acute intracerebral haemorrhage, diffusion weighted magnetic resonance imaging (MRI) has proved to be a more sensitive method of detecting early ischaemic infarction 7 . MRI techniques however is often negative in the acute stage of subarachnoid haemorrhage or nonspecific in acute intracerebral haemorrhage and has several disadvantages, namely paucity of its availability and high cost in developing countries like Bangladesh, long scan time and its inability to be used in restless patient and patients with metallic objects like cerebral aneurysm clips, metallic prosthesis, cardiac pacemakers, implanted electrodes such as neurostimulators etc. Moreover, almost similar sensitivities were demonstrated for MR (85.5%) and CT angiography (88.5) for circle of Willis 10 . Recently with the advent of high resolution CT, imaging is very rapid and can be done with minimal patient co-operation, and with minimum radiation exposure. CT scan is usually axial but coronal image can be done in some cases and has the potential for image reconstruction. With the advent of multislice CT, the scan time has further been shortened. Thus CT is still used throughout the UK as a method of triaging patients with CVD. There has recently been keen interest in 3D spiral CT angiography of the intracranial (Circle of Willis) and extracranial vessels (carotids) and these scans are more reliable than their MR equivalents. Because of the linearity of iodine concentration and CT attenuation, perfusion CT techniques to assess cerebral perfusion may be more robust than some MR data. Besides, CT still remains much simpler for the confused or post operative patient 11 . Other imaging studies, such as Xenon CT, Single Photon Emission CT (SPECT), and Positron Emission Tomography (PET), are occasionally but not generally used 12 .
Considering all these limitations, emphasis was given in this study to identify various presentation of CVD, to verify the accuracy of clinical diagnosis in correlation with CT scan findings, to improve the quality of diagnosis and management of CVD patients and thereby, to reduce death and long term complications. All clinical and CT data were collected and analyzed by using SPSS version 10.0. Chisquare test was done to see if any significant difference existed between the clinical and computed tomographic diagnosis with p<0.001 taken as the level of significance.
Materials and Methods

Results:
In the present study, 92 (69.18%) were males and 41 (30.82%) were females which showed a definite preponderance of males with a male: female ratio of approximately 2.24:1 Almost equal number of patients belonged to the age group of 51-60 years (36.84%) and 61-70 years (35.34%) followed by patients of above 70 years of age (15.04%). The mean age of the patients was 63.3±11.1 years (range was 32-75 years). Hypertension was found to be the most common risk factor and it was present in 98 (73.7%) patients. The habit of smoking was found in 74 (56.6 %) patients. Diabetes Mellitus and heart disease was found in 53 (39.8%) and 26 (19.5%) patients respectively.
The most common clinical presentation of CVD was hemiparesis/hemiplegia (90.9%). High blood pressure (73.7%), impaired consciousness (63.2%), headache (47.4%), cranial nerve palsy (40.6%), dysphasia (48.1%), and vertigo (30.8%) were the other major clinical features of the patients included in this study.
Among the 133 patients, 99 (74.4%) were provisionally diagnosed to be suffering from ischaemic stroke i.e. infarction and the rest 34 (25.6%) as haemorrhagic stroke comprised of intracerebral haemorrhage and subarachnoid haemorrhage ( Table-I ).
Computed tomographic diagnosis showed 88 as infarction, 31 as haemorrhagic CVD, 4 as normal and 10 found to have brain tumours. Among the 31 cases of haemorrhagic CVD, intracerebral haemorrhage was detected in 25 and subarachnoid haemorrhage was found in 6 cases ( Table-II) . CT scan detect whether there is infarct, brain haemorrhage or subarachnoid haemorrhage. It can also detect the mass effect especially in case of haematoma in the brain which causes serious neurological deficits. So, by confirming the pathology in CVD patients, CT scan can help in planning whether medical treatment (anti-thrombotics or antiplatelet drugs ) or surgical intervention ( drainage of haematoma to alleviate mass effect on the brain, clipping of ruptured cerebrovascular aneurysm) can be instituted or not.
CVD is uncommon below the age of 40 years 1 . CVD is becoming more frequent with increasing age 3 . These observations are also reflected in the present study where no case was found below the age of 30 years. CVD was commoner between the ages 41 and 70 of which commonest age group was 51-60 years, 49 (36.84%), second commonest 61-70 years (35.34%), third commonest 41-50 years (10.53%). Again about 72% affected patients were over 50 years of age. These findings are closer to other studies 13 .
In the present study, the male preponderance was noted, which is consistent with another study 3 . The update on stroke, 2004, from Neurology Research Center (NRC) of Dhaka Medical College Hospital, had shown strikingly higher male preponderance (4:1). The higher preponderance of males in this study may be due to cultural attitude of our society that the females are less frequently brought to the hospital than the males. 13 .
Basal ganglionic haemorrhage may rupture into adjacent ventricles 14 . More than half (67.7%) of the CVD patients with ICH detected by CT scan had mass effect whereas, one-third (25%) of ischaemic CVD patients had significant mass effect. Mass effect is more common finding in case haemorrhagic CVD. Arterial territorial involvement is an important observation in this study. Majority of the lesion in both ischaemic and haemorrhagic CVD patient involve middle cerebral arterial (MCA) territory where haemorrhagic involvement (75%) is slightly higher than ischaemic involvement (70.0%). MCA involvement is followed by anterior cerebral artery and posterior cerebral artery involvement in case of both ischaemic and haemorrhagic CVD. Bashar et al. 13 found that MCA was responsible for 7% of the arterial territorial involvement, 12% were anterior Cerebral Arterial territory (ACA) and 9% were Posterior Cerebral Arterial territory (PCA). Middle cerebral artery is most frequently involved and almost always caused by ischaemia 16 .
Conclusion:
It can be concluded that clinical and CT scan diagnosis in cerebrovascular disease correlates very well. Moreover, CT scan can also exclude intracranial lesions those mimic CVD clinically. Therefore, a careful neurologic assessment combined with CT scan of brain is useful in diagnosing specific cerebrovascular lesion for specific therapeutic implications with high certainty.
